Bochdalek hernias (BHs) arise due to congenital diaphragmatic defect and can result in gross displacement of abdominal tissues into the thorax. Although they are uncommon in occurrence, they usually present as serious respiratory distress in infants. In the adult population, they are asymptomatic and only detected incidentally. In this report, we present the case of a 26-year-old male who acutely presented with severe epigastric pain radiating to the back and deranged vital signs as a result of incorrect previous diagnoses. A large left diaphragmatic hernia containing his pancreatic tail, spleen, stomach and other intra-abdominal organs was confirmed by CT scan, together occupying a third of the hemithorax. Although not common, diagnostics of BHs should be considered in patients presenting with acute abdomen. A plain chest X-ray displaying diminished left diaphragmatic outline or signs of mediastinal shift should raise suspicion. Previous normal chest X-ray can be deceptive and does not rule out a diaphragmatic hernia. Herein, we also review the literature for previously reported acute presentation of 11 similar cases in adults and highlight the value of including BH as one of the differential diagnoses.
39.2°C. His epigastrium was tender and there were decreased breath sounds in the left lower zone. His blood tests revealed raised CRP (262 mg/l) and serum amylase (500 IU/l).
Herniation through the diaphragm and right mediastinal shift was clearly visible from chest X-ray ( fig. 1b ). Further CT imaging revealed a large posterolateral diaphragmatic hernia (Bochdalek's foramen) containing his pancreatic tail, spleen, distended stomach, small bowel and transverse colon (occupying a third of the left hemithorax) ( fig. 1c ). Endoscopy failed to negotiate pylorus and resulted in transient relief of symptoms. Continuing severe pain and respiratory compromise led to laparotomy: bleeding short gastric vessels, a necrotic first past of the duodenum and the fundus of the stomach was discovered. Duodenectomy (first part), partial gastrectomy (fundus), splenectomy, gastrojejunostomy and repair of the hernial defect (Proceed TM mesh) were performed. He remains asymptomatic after two years of follow-up.
Discussion
Bochdalek hernia (BH) is a congenital condition that is characterised by failure of the posterolateral part of the diaphragm to develop and form a complete barrier. It accounts for about 90% of diaphragmatic hernias [1] , with a prevalence rate of around 1 in 3,000 live births [2] . It presents in the neonatal period and was first described in 1848 by Vincent Alexander Bochdalek [3] . This type of diaphragmatic hernia most commonly occurs on the left side of the chest as the closure of the pleuroperitoneal canal is completed later on this side [4] .
The clinical features of congenital diaphragmatic hernias include severe respiratory distress, cyanosis, scaphoid abdomen, decreased or diminished breath sounds (on the same side of the defect), displaced heart sounds (away from the defect) and presence of bowel sounds in the chest. An upright thoracic X-ray image may show signs of bowel gas in the thorax, diminished diaphragmatic outline and mediastinal shift [5] . Half of the patients with congenital diaphragmatic hernias are detected during the prenatal period either by ultrasound or MRI investigation.
Over one hundred instances of BH have been reported in adults in the medical literature [6] . Undiscovered cases are usually asymptomatic in adults and only detected incidentally [7] with a prevalence rate ranging between 0.17 and 12.7% [8, 9] . Perhaps the widespread use of multi-detector row computed tomography has contributed to an increased rate of diagnoses [7] . In a screening study conducted on a large cohort of healthy adult population (mean age 62.8 years), the prevalence of posterior transdiaphragmatic hernia was found to be 12.7% (396 individuals out of 3,107). All of the subjects were asymptomatic [8] . In another retrospective study based on abdominal CT reports of 13,138 hospital inpatients, the reported prevalence rate was 0.17% (mean age 66.6 years) for incidental BH [9] . The analysis of similar case reports or larger studies does not indicate a particular pattern of relationship between incidental hernia and BMI, gender or age of patients [7] .
Misdiagnosis is common for BH, reported to be 38% by Thomas and Kapur [10] . It is very crucial that it is diagnosed early in order to avoid unnecessary interventions and complications such as strangulation of the abdominal viscera. Up to date, 173 patients with this condition have been reported in the literature. A recent review by Brown et al. demonstrates that trends such as an inciting event, which underlie an increase in intra-abdominal pressure, may be found in as many as 25% of patients prior to acute presentation [11] . Gastrointestinal disturbance and presence of bowel sounds in association with diminished breath sounds in a single hemithorax are some of the suggestive clinical signs [12] . Chest or abdominal pain seem to be the most frequently presenting complaints reported in 69% of patients [11] . A literature review of 173 cases reported by Brown et al. showed that in 78% of patients the hernia was located on the left side of the chest [11] .
During our literature search, we came across 11 patients who also presented acutely and had symptoms for less than a month (table 1). In a majority of patients, gastrointestinal symptoms predominated. Yet again, this case report signifies the importance of diagnostic consideration of BH in an adult patient presenting with acute gastrointestinal symptoms, despite the presence of unusual septic features.
Various imaging modalities have been used. Computed tomography is able to provide information on the anatomical position of the organs and remains the best preoperative investigation in an emergency setting. A plain X-ray displaying diminished left diaphragmatic outline, signs of mass pressure or mediastinal shift should raise suspicion [12] . A previous normal chest X-ray does not rule out a diaphragmatic hernia, as the defect may be sealed up by the spleen or by the presence of a confining sac [10] .
Conclusion
Diaphragmatic hernias should be considered in patients presenting with an acute abdomen and at the very least a thorough auscultation over the chest and a chest X-ray should be carried out. A previous normal chest X-ray does not rule out a diaphragmatic hernia, as the defect may be sealed up by the spleen or by the presence of a confining sac. Gastrointestinal symptoms in combination with sepsis should not exclude the possibility of BH. Gastrointestinal disturbances with left lung signs should prompt suspicion of this condition. 
